Formation of pseudoaneurysms of saphenous vein grafts after coronary artery bypass grafting has been reported previously in relation to anastomoses or secondary to infection. Pseudoaneurysm of the saphenous vein graft after late rupture of the saphenous vein and containment by the obliterated pericabdial cavity has not been documented. Such a case is reported and published reports of similar cases are reviewed. (Br Heart J 1993;70:189-192) True aneurysmal dilatation of the saphenous vein after myocardial revascularisation is rare and is usually secondary to atherosclerosis.'-5 Formation of false aneurysm at the suture lines secondary to infection or technical error has also been reported.6"l Late rupture of the body of the saphenous vein graft and containment by the obliterated pericardial cavity leading to the formnation of a false aneurysm has not been reported previously. We report such a case presenting 13 years after coronary artery bypass grafting as well as a review of reports of other such cases. The different modes of presentation, possible complications, -proposed mechanisms of formation, and management recommendations are discussed.
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(Br Heart J 1993;70: [189] [190] [191] [192] True aneurysmal dilatation of the saphenous vein after myocardial revascularisation is rare and is usually secondary to atherosclerosis.'-5 Formation of false aneurysm at the suture lines secondary to infection or technical error has also been reported.6"l Late rupture of the body of the saphenous vein graft and containment by the obliterated pericardial cavity leading to the formnation of a false aneurysm has not been reported previously. We report such a case presenting 13 years after coronary artery bypass grafting as well as a review of reports of other such cases. The different modes of presentation, possible complications, -proposed mechanisms of formation, and management recommendations are discussed.
Case report A 45 year old man presented in 1977 with angina and was found to have triple vessel and mixed aortic valve disease. He underwent quadruple coronary artery-bypass grafting with a reversed saphenous vein, which was noted to be of good quality and calibre at the time. His aortic valve was replaced with a 25 mm Carpentier-Edwards xenograft and the mitral valve was noted to be normal. Three weeks later he developed Staphylococcus epidermidis endocarditis which resulted in emergency reoperation for severe aortic regurgitation. The valve had become detached from the non-coronary sinus and it was replaced with a 2-4 cm fresh homograft. Two days after the operation, after a respiratory arrest, the patient underwent emergency tracheostomy and insertion of a left chest drain for pneumothorax. An emergency thoracotomy was also performed for bleeding from the chest drain. Six weeks later he was discharged home apyrexial with a normal white cell count.
Ten years later he developed dyspnoea on minimal exertion and cardiac catheterisation confirmed severe aortic regurgitation. All four vein grafts were patent, with some atheroma, but with neither critical stenoses nor aneurysmal dilatation. He already occluded distal to the aneurysm, but probably it should be followed up with non-invasive imaging.
Although aneurysmal dilatations of saphenous vein grafts have been previously reported this is, to our knowledge, the first reported case of false aneurysm formation after late rupture of the body of the vein graft.
